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Abstract
As part of the Health Care Interaction project that was rolled out in western Sweden, home health nurses (HHNs) were called
on as first responders to provide emergency treatment to patients, while waiting for the ambulance to arrive. The aim of this
study was to evaluate the Health Care Interaction project in terms of the training and preparation of HHNs and the compe-
tencies that the nurses felt they needed to develop to feel confident in these assignments. In this qualitative descriptive study, 11
home health nurses from six municipalities that implemented the project were interviewed, and the data were analysed using
content analysis. The COREQ guidelines were followed in the reporting of this study. The findings show that some munici-
palities did not have a training or preparation course in place, and guided the HHNs to refer to self-education material. The
HHNs emphasised the importance of continuously updating their knowledge and skills through regular training. Further,
feedback and reflection were considered important as reinforcement of learning.
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Introduction
In out-of-hospital cardiac arrest cases, the response time
can be shortened and lives can be saved by early cardio-
pulmonary resuscitation (CPR) and defibrillation with an
automated external defibrillator.1 A shortened response
time can also be achieved by dual dispatch of emergency
medical services and other professionals as first respond-
ers.2,3 The first responder on the scene arrives before
emergency medical services and shortens the time
between collapse and defibrillation; this improves the
chances of the patient surviving, and increases the surviv-
al rate in the 30-day period after out-of-hospital cardiac
arrest.1,4 First responders from various professions can
often be on the scene rapidly if they are in the area,
but they have to be prepared for and educated in, for
example, CPR and defibrillation with an automated
external defibrillator, along with other acute treatments,
so that they are confident enough to provide on-scene
emergency treatment.2,3 Potential first responders include
home health nurses (HHNs) home care providers, and
firefighters.2,3,5 However, such assignments are rather
different from the first responders’ usual work and
require preparedness and clear information before their
implementation.3,6 The process of understanding acute
situations in a pre-hospital setting can be divided into
four stages: orientation, identification, exploitation and
resolution.7
Home health nursing is defined as the provision of
skilled nursing care to patients in their homes by registered
nurses and is typically ongoing, where interventions have
preceded the care with social and medical care planning.8
In this article, the term ‘nurse’ is used interchangeably with
‘home health nurse’. HHNs are involved in long-term care,
and their daily work does not involve acute situations.
During long-term care, a professional relationship is
formed between the nurses and patients, their next of
kin, and significant others, and this relationship evolves
further during future visits.9,10 This relationship is positive
and valuable, as it provides the nurses with a holistic view
of different perspectives of the patient’s situation and
allows them to provide care that is tailored to the specific
needs of the patient.11 HHNs perceive their work as com-
plex. In fact, they believe that it is even more complex than
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working in acute care, because it sometimes goes beyond
the use of solely technical skills.11 To be prepared for the
challenges in home health nursing, the nurses need to have
good leaders, to co-operate with others, and to undergo
further education in developing and improving their clin-
ical competence. They need continuous on-the-job training
in the course of their daily work; however, lack of time is a
common barrier in developing competence. Co-operation
and exchange of information with colleagues and other
care providers is one of the ways in which nurses can
develop their skills on a regular basis.12
The project: Health Care Interaction
Health Care Interaction is a project that was introduced in
a county in western Sweden during 2009–2010.5 The aim
of the project was to provide patients the appropriate level
of care in the appropriate setting, by initiating emergency
treatment as quickly as possible, and by increasing inter-
action between caregivers. As part of this project, a team
comprising various caregivers, such as HHNs, emergency
medical services and other caregivers, was set up, and these
personnel were required to co-operate with, support and
assist each other.5 According to the protocol set out by the
project, when a critically ill patient called for an ambu-
lance, a nurse was sent out as the first responder. The
nurse was assigned to assess the patient and start emergen-
cy treatment while waiting for the ambulance, so that the
patient had a good chance of surviving.5 Nurses who
wanted to join the interprofessional team were required
to undergo training in CPR and defibrillation, guiding
principles and diagnostic skills, before they were given
such assignments. The expected outcome was to decrease
the waiting time at the emergency unit and, hence, poten-
tially save the life of the patient and also reduce healthcare
costs to society. The HHNs who took part in these ‘while
waiting for the ambulance’ assignments reported feelings
of ambivalence when managing different contexts, lack of
resources and difficulty in combining these assignments
with their daily work. However, the nurses emphasised
the importance of acting on such calls in accordance
with their code of ethics.6 Earlier studies show that inter-
professional teamwork increases the sphere of competence
of nurses and enhances co-operation between professio-
nals.6,13 However, emotional issues can arise when nurses
feel inadequate or anxious about their lack of understand-
ing of what is expected in such assignments. In a previous
study on HHNs’ experiences of being on standby as first
responders, the nurses reported that in order to feel safe in
their professional role and in the unfamiliar situation, they
needed support from other professionals in providing
high-quality and safe patient care.6 However, little is
known about the preparations that HHNs underwent
before they were enrolled in the project, and which com-
petencies, according to the nurses, should be developed.
Therefore, the aim of this study was to evaluate the Health
Care Interaction project in terms of the training and prep-
aration of HHNs and the competencies that the nurses felt
they needed to develop to feel confident in these
assignments.
Methods and design
This study was conducted using a qualitative descriptive
method14 with an inductive approach, as such methodol-
ogies are suitable for studying individuals’ experiences.
The data were collected through semi-structured inter-
views15 that were transcribed and analysed using manifest
content analysis.16 The guidelines of the Consolidated
Criteria for Reporting Qualitative Studies (COREQ)
were used when reporting this study.17
Study setting
The setting for this study was six municipalities in a county
in western Sweden. The participants were recruited from
among HHNs working in municipalities where the Health
Care Interaction project was implemented in 2009–2010.
Participants and recruitment
This study employed purposive and convenience sam-
pling.15 An invitation to participate was sent to the man-
agement of seven municipalities, with a request to the
leaders to nominate two nurses for the project. After sev-
eral reminders, six municipalities responded, and 11 of the
nurses consented to participate in the study. Of the 11
nurses who participated, ten were female and one was
male. They were between 31 and 60 years of age, and
had 6–38 years of work experience as registered nurses,
and six months to 13 years of experience as HHNs. One
informant had two specialist nurse degrees, seven had one
specialist nurse degree, one was studying in a specialist
programme, and two were general nurses (Table 1).
Data collection
A semi-structured interview is considered as an appropri-
ate method to gain insight into a complex problem area,
such as the one being studied here.15 To ensure uniformity,
an interview guide was created and used for all the inter-
views. The interview guide (Table 2) contained questions
about how the nurses were prepared before they were
enrolled in the project and what clinical competences the
Table 1. The participants.




Two specialist nurse degrees n¼ 1
One specialist nurse degree n¼ 7
In a specialist nurse programme n¼ 1
General nurse (RN) n¼ 2
Work experience as an RN 6–38 years
Work experience as a home
health nurse
6 months to 13 years
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nurses felt they needed to develop to feel confident about
their abilities in acute scenarios.18 A pilot interview was
carried out with a resident nurse, and based on it, a clar-
ifying question was added at the end. Individual interviews
were conducted by the first author during working hours
at the workplace in a quiet space that was chosen by the
participants. The interviews were carried out from April to
May 2017. They were audio-recorded and transcribed ver-
batim, and lasted between 21 and 38 minutes, with an
average duration of 30 minutes.
Data analysis
Data were analysed using qualitative content analys.16 The
first author was responsible for the preliminary analysis.
All transcripts were first read to gain an understanding of
the entire dataset. The next step was to identify the mean-
ing units that addressed the aim of the study. In order to
give the derived data better structure, meaning units with
similarities were sorted into condensed meaning units. In
this way, the units were condensed but their meaning was
preserved. The condensed meaning units were labelled and
sorted into codes. After the material was coded, all three
authors participated in the analysis process. Eventually,
consensus was reached, and two main categories, which
encompassed sub-categories, were identified: Lack of a
common structure for preparation and Developing clinical
competence.
Ethical considerations
Permission to interview HHNs was granted by the man-
agement in the organisations in seven different municipal-
ities. The leaders were asked to recruit two nurses from
each municipality. Despite several reminders six munici-
palities answered and named 11 participants. The ethical
considerations for this study were based on Swedish law19
and the guidelines of the Swedish Research Council.20 The
ethical matters concerned the integrity of the data, self-
determination of the participants and confidentiality of
their data. Participants were informed about the details
of the study, the method to be used, the risks involved,
who was responsible of the study and their right to with-
draw from the interview at any point without any expla-
nation. The participants provided their informed consent
in writing before the interviews were conducted. They were
informed that the interviews were only to be used for the
purpose of this study, and that the data would be stored in
a safe place that was monitored by the university. The
transcribed interviews were coded according to the codes
assigned to the participants (P1 to P11) to guarantee ano-
nymity. However, the interviewer had the key to the codes,
so that they could connect with the participants and access
the transcribed data in case some clarification was
required. The transcripts were deleted after the thesis
was approved. Furthermore, the participants were
informed that the findings of the study would be published
as a scientific paper.
Findings
The findings from the interviews were summarised into
two main categories: Lack of a common structure for prep-
aration and Developing clinical competence, with their
belonging sub-categories (Table 3).
Lack of a common structure for preparation
The category Lack of a common structure for preparation
mirrored the participants’ views about how the introduc-
tion to the project differed between workplaces in different
municipalities and about the lack of a common structure
and routine. In some municipalities, the preparation was
well organised, while it was non-existent in others.
Importantly, the participants mentioned that they were
not included in the decision-making process for participa-
tion in the project.
Inadequate and inconsistent introduction. The sub-category
‘Inadequate and inconsistent introduction’ reflected the
participants’ view that some municipalities had a good
introduction as well as organised preparations before the
project was started. The length of training differed
between the workplaces, and lasted from one day to
three days. This was managed by a supervisor or by per-
sonnel working in interactional care. The participants were
verbally informed about the project, which assignments
would be included, and guidance and routines. Apart
from the verbal information, written and online informa-
tion was also provided.
. . .on the training days we got the more detailed
information . . . eh what the different types of assignment
meant . . . (P1)
However, in many cases, the introduction and training
took place a long time before the project actually started,




Registered nurse in year?
Specialist education – in which area?
Work experience as a registered nurse?
Work experience within home health care?
Questions in the interview guide started with an overall open
question.
Can you please tell me about:
– how you were informed about and recruited to the project?
– how you were prepared before you enrolled in the project?
– the introduction and training you were offered?
– your clinical competence and if there was a need to strengthen the
competence?
– what is important to strengthen in order to feel safe in action?
The questions were followed by clarifying questions such as: can you
please tell me more explicitly what you mean? Can you explain
more in detail? Can you give some examples?
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and there was no follow-up. According to the participants,
the preparatory meetings were very important, as they
represented a space where they could express possible anx-
iety about the new routines and about the implementation
of the project.
. . . you need . . . to go through the guidelines . . .or the
treatment guidelines with someone who has more experi-
ence in using them . . . (P6)
Some participants also mentioned that they did not receive
an introduction or training before the implementation of
the project.
. . . I got oral information from our leader, and I got to
read the existing documents, I was shown the homepage
where one could read about the assignments. (P3)
In some interviews, the participants mentioned that they
had received no introduction or scarce introduction or
training about the new routines and guidelines. They
also had to cope with the new tasks alone, in the absence
of a supervisor or coach. They were expected to prepare
themselves by studying the guidelines, which they were
instructed to find.
. . . I myself have never been prepared in any way, I have
only been shown that there are the bags and there is oxy-
gen . . . (P5)
As mentioned earlier, a major source of frustration was
not being included in the decision about participating in
the project. The decisions were made exclusively by poli-
ticians and the management. Some nurses explained that
they were not presented with any opportunity to influence
the decisions about whether or not they wanted to partic-
ipate in the project.
. . . there was never anyone who asked the nursing team
what they thought about it. (P1)
Not being included in the decision-making process caused
irritation in the work environment, and some nurses found
it difficult to accept the new routines that they had in
addition to their regular work. The nurses felt that they
did not have a voice and were being forced to undertake
these new duties, as they were not given a choice to refuse.
. . . and we [HHNs at the workplaces] felt very strongly
that we were forced, because we did not want this from
the first beginning . . . (P9)
Unclear structure for preparation and implementation. The sub-
category ‘Unclear structure for preparation and implemen-
tation’ reflected that the project required the institution of
new routines at the workplace, but there was no clear
structure in their implementation. In some workplaces,
coaches were given the responsibility to educate personnel,
to act as supervisors, to care for and control the equipment
to make sure it worked, and to be the point of contact for
the project. The presence of the coaches promoted confi-
dence among the HHNs.
We have two coaches here and they are responsible for the
medicines and ensure that there is enough material and
order more material and do such things. (P8)
As part of the preparation, a schedule was prepared so
that the nurses were responsible for the alarm in turns
Table 3. Nurses’ views on taking part in the project Health Care Interaction.
Meaning units Code Sub-category Categories
. . .we had a one-day introduction before the
assignment
I have only been shown that there are the bags
and there is oxygen . . .
A one-day introduction
before the assignment




Lack of a common
structure for
preparation
. . . how to keep free airways and . . . recovery
position and . . . some medicals . . . there were
different stations
Then we have a coach here . . .one has the
opportunity to ask . . .who has helped me look
in that folder . . .
I myself have never been prepared in any way . . .
Preparation through training
in practice
A coach to help with new
routines
Never been prepared in any
way
Unclear structure for prepa-
ration and
implementation
. . . of course, the more experience you have
behind you the easier it will be . . .
The more experience the
easier it is
Experience and practise Developing clinical
competence
Hopefully you eventually understand that every-
thing changes all the time, you always have to
learn new things . . .
Everything changes and you
have to learn new things
Updated knowledge and
skills
But for long you could feel that you needed to get
feedback if it was right . . .
. . . that you discussed cases that have been, it will
also be a learning opportunity . . . it would be
good if staff from the ambulance joined . . .
Need for feedback
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during duty. Moreover, the cars that would have the emer-
gency equipment were determined in advance for each
workplace. A unique communication system was also
implemented at the workplaces in order to confirm that
an alarm had been received.
. . . and we had to work out a schedule, who have the ‘while
waiting for the ambulance’ assignments and that rotates in
the group . . . (P3)
To become more acquainted with the equipment, some
nurses set their own routines to get to know the devices
and become familiar with their use. Some workplaces
employed more nurses because of the project, but in
most workplaces, the project was implemented using exist-
ing personnel.
. . . it’s not the case here that we’ve got a new employee to
facilitate [due to the project], absolutely not. (P8)
There were also workplaces that did not offer any training
courses. According to the participants at these workplaces,
the nurses were only given instructions on where they
could find the emergency equipment and were guided to
self-education material. Municipalities that offered good
training for the nurses had instated the following pro-
gramme: CPR, including guiding principles and diagnosis,
with a strong emphasis on the implementation of CPR
with a defibrillator, what forms to fill in, and the guiding
principles about medication and assessment of the patient.
Undergoing CPR training and being able to study the
equipment were essential aspects of the education, since
these were elements that were new for the nurses.
Training in how to keep free airways and . . . recovery posi-
tion and how to administer some medicines . . . there were
different stations. (P7)
At workplaces where no proper introduction was carried
out, the nurses reported that they were left to study exist-
ing guidelines on their own and no practise or reflection
was offered.
I had to read through covers and documents and take a
quick look at the equipment what there was to be
found. (P3)
Developing clinical competence
The participants described the importance of ‘regularly
updating their clinical competence’ in order to provide
high-quality and safe patient care when taking on their
new roles. They also described the need to continuously
maintain and develop their clinical skills. They emphasised
on the need to have accurate knowledge and skills, both in
theory and practice, in order to be able to act efficiently
and with confidence.
Experience and practise. This sub-category highlighted the
need for ‘experience and continuous practise’ in order to
develop and update technical skills and have up-to-date
knowledge, as this would help them feel confident. The
participants noted that there were long intervals between
the assignments that might cause feelings of uncertainty.
Therefore, regular training for the skills needed to develop
routines for the assignments should ideally be arranged.
. . . education means a lot [to develop routines], but you
have to have assignments otherwise . . . you forget (P1)
More assignments lead to more experience, which is asso-
ciated with higher confidence levels and better skills. Thus,
to put their theoretical knowledge into practice, the nurses
needed hands-on experience.
. . .of course, it will be so, the more experience you have
behind you the easier it will be . . . (P10)
To develop and enhance their clinical skills, participants
requested opportunities to train and practise with interpro-
fessional teams. They insisted on visiting other workplaces
in order to observe professionals in action. By observing the
ambulance nurses in action, they were able to understand
how they acted and how emergency care was implemented.
Following the professionals in action increased their knowl-
edge and helped the nurses feel more secure.
. . . that you are a group from different home care units
training together with the ambulance and . . .possibly
others who should attend . . . (P7)
According to the participants, it was their responsibility to
stay abreast of the latest knowledge. However, they also
expected to be provided with more regulated and structured
education. New skills could not only be learned by studying
and taking lessons, it also required practical lessons and
observation of other professionals. The participants
expressed the need to have a contact person, a coach with
experience in the area, that they could communicate with.
. . . its obviously your own responsibility to read the guide-
lines, but sometimes, you need someone who knows
more . . . (P6)
Updated knowledge and skills. The participants emphasised
the need for ‘updated knowledge and skills’. The partici-
pants articulated the need for deeper knowledge about
emergency treatment, that is, more expert knowledge
than what they used in their daily work. This meant that
they constantly tried to broaden and deepen their knowl-
edge and skills, in order to better perform the procedures.
Yes, but it would be good to have [regularly] a kind of a
‘refreshment day’ obligatory for everyone . . . or some kind
of regular [training] . . . in which you went through
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everything again. So that you all the time feel that you’re
updated. (P2)
The participants appreciated the possibility of testing their
knowledge in writing, as a way of evaluating their current
level of knowledge. Such a test could provide feedback
about the level of their current knowledge and the areas
that should be strengthened.
. . . yes, a couple of months ago we did a written exam . . . I
think that was very good because many things were
brought up then . . . I think that was evolving . . . (P7)
Regular education and training in CPR with a defibrillator
and guiding principles about participants emphasised the
need to update both their theoretical and practical knowl-
edge. Their learning needs varied, but a common theme
was the development of clinical competence through
knowledge and skills. Some examples of learning situa-
tions were brief meetings with a supervisor or simulation
and training at a university.
Hopefully you eventually understand that everything
changes all the time, you always have to learn new
things . . . (P5)
The participants shared the view that it was important to
be able to apply their knowledge and skills in practice. The
experience they gained would increase their confidence in
being able to apply the skills required in an emergency
situation. Further, receiving feedback and being able to
reflect on their actions were other important factors in
developing and broadening their professional skills.
Reinforcing learning by feedback and reflection. This sub-
category describes the need for ‘reinforcing learning by
feedback and reflection’, which highlights the need for feed-
back on one’s performance and achievements in order to
develop professional skills. The participants asked for pro-
fessional opinions on their performance, and they were also
curious about the effects of the given treatment.
. . .but only some kind of feedback that you thought in the
right paths so that if you are wrong, you do not the same
mistake again next time . . . (P11)
Some participants mentioned that they were not given the
opportunity to give or receive feedback. This represents a
lost opportunity to learn from their experience. Receiving
some affirmation that the emergency treatment was effec-
tive or receiving feedback that they needed to pay attention
to certain things was considered to be important. The par-
ticipants emphasised the importance of reflection, carried
out by oneself, or together with a colleague, other profes-
sionals, or significant others. The benefit of reflection was
being able to learn from an achievement from a distance.
. . . there is a need to reflect on exactly what has happened
in the situation and if there are just one or two persons at
my workplace, as it usually is, well then the reflection will
be somewhat thin . . . (P5)
Reflection was not needed only when things did not go as
planned. It was as important in situations that were han-
dled successfully too. That is, the interprofessional team
should be given the opportunity to take part in each
other’s achievements too. The participants stressed the
importance of having open channels of communication
and reflection on how a situation could be handled. It
was emphasised that while reflection should be a planned
activity, in some situations, reflection might be required in
real time, as well as after the acute phase has passed.
Working together on the same assignment was a good
learning opportunity to reflect together afterwards about
the performance.
. . . that you discussed cases that have been, it will also be a
learning opportunity . . . it would be good if staff from the
ambulance joined . . . (P6)
Reflection was often carried out with a colleague who was
close by on the same day, but the participants expressed
the need to reflect together as a team with the ambulance
nurses as this could be a good learning opportunity.
Reflection would give them a chance to think about their
own contribution, what went well, what went wrong, and
what could and should be changed the next time.
Discussion
The aim of this study was to evaluate the Health Care
Interaction project in terms of the training and prepara-
tion of HHNs and the competencies that the nurses felt
they needed to develop to feel confident in these assign-
ments. The everyday work of these nurses is rather differ-
ent from the responsibilities they have as part of the
project, Health Care Interaction. Home health nursing is
characterised by long-term care and long-lasting relation-
ships built by the nurses with the patients and their infor-
mal caregivers. It is, therefore, important that they are well
prepared for the new assignments and that they develop
the clinical competencies which will help them feel confi-
dent in acute situations, which are new for them. The data
collected from the semi-structured interviews conducted in
this study implies that the training and preparation courses
for the nurses before they were enrolled in the project
varied across municipalities, and some municipalities did
not provide any preparation or training before recruiting
nurses for the project. This raises some questions about the
quality of care and, above all, about patient safety, as an
early, comprehensive introduction is crucial for the imple-
mentation of new routines and strategies. Another impor-
tant finding that emerged was that the nurses were
frustrated about not being included in the decision-
making about their participation in the project. The deci-
sion to enrol in the project was not made by them; instead,
they were ordered to take on the ‘while waiting for the
ambulance’ assignments. This raises some ethical
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questions about the actions of the management and the
work environment.
The nurses who were interviewed as part of this study
also stressed the need to receive regular feedback and to
engage as a team in reflecting on their experiences, as this
would help them to learn more and develop their profes-
sional competence. The nurses emphasised the importance
of feeling confident in their work in order to be able to
provide high-quality and safe patient care. They felt that in
order to feel confident, one also needs to have both accu-
rate knowledge and good technical skills. Thus, the nurses
considered regular feedback, evidence-based practice,
access to updated information, and reflection to be impor-
tant. However, according to the present findings, these
elements are overlooked by the organisations. Thus, this
is an aspect that needs to be in focus in the future.
In order to combine new assignments with everyday
work, nurses need to widen and deepen their clinical com-
petence and work efficiently in co-operation with other
professionals.6,13 For developing clinical competence, it
is essential to have both theoretical knowledge and an
opportunity to apply it in practice.21 Unfortunately, the
findings of this study showed that the nurses experienced
few ‘while waiting for the ambulance’ assignments, and
this made them feel unsafe.22 In order to provide efficient
and safe patient care, nurses put a lot of effort into train-
ing, as shown in earlier studies.23,24 In the context of the
current project, regular and structured simulation-based
training would complement other training for skills devel-
opment. In agreement with this, earlier studies have also
concluded that simulations provide a safe and sound way
of testing and developing professional competence in
interprofessional teams.24–26 The nurses in this study
expressed the need for training and simulation to develop
their professional competence and to reflect on both real-
life situations and training situations.27 Reflection is
necessary to gain an understanding of what happens in
an acute situation and possible ways to enhance the
outcome.28
This study showed that feedback and reflection are two
essential elements in promoting the development of pro-
fessional competence. However, these elements are often
missing and are not given enough attention, and the sup-
port provided for the HHNs seems to be unorganised. This
means that learning opportunities are often lost.
Accordingly, earlier research suggests that developing pro-
fessional competence and feeling qualified and confident
when on duty require repeated training, education, reflec-
tion and feedback.6,29,30 In fact, there is evidence that
structured feedback, reflection and learning are all associ-
ated with competence in integrating theory and practice,
building confidence at work, and positive changes for pro-
fessional competence.22,31–33 The nurses in this study have
a reflective attitude, which is connected to their strong will
to develop professional competence as in earlier stud-
ies.27–29 They wish for more space for reflection in the
workgroup and as part of the emergency medical service.
This is supported by earlier research which explains that
the participation of experts can deepen the level of
reflection and knowledge.28,29 Apart from co-operation
and reflection with interprofessional teams, feedback on
the nurses’ achievements is another important aspect in
the development of professional skills.12,30 However,
organising feedback and reflection sessions is the respon-
sibility of the management, which must allow and enable
more space for these as structured and planned activities.27
Structures to inspire the development of professional com-
petence are important, as these can get the staff more
involved in further development and sharing of knowl-
edge.27 Sharing experiences and knowledge with each
other is a way to develop not only one’s own competence,
but the whole team’s competence as well.27
Methodological strengths and limitations
This study was conducted using a qualitative descriptive
design with an inductive approach.15,16 This approach was
suitable because we wanted to capture the experiences of
the participants, and descriptive design tends to stay true
to the data and events. The methodology is therefore one
of the strengths of this study. A semi-structured interview
guide with open-ended questions was used,18 and the par-
ticipants were encouraged to narrate their experiences. The
interviews were carried out in a quiet space at the work-
place during working hours, and the participants willingly
talked about their experiences and provided rich material.
Individual interviews and qualitative content analysis were
also suitable methods in this study, as the focus was to
identify meaning units from the participants’ narratives.
Several quotations are included to ensure the transparency
and trustworthiness of the study. The categories and sub-
categories and description of the process and how the
overall categories and sub-categories were developed
were discussed and agreed upon by all the researchers
which promoted objectivity.15,16
Further, the relevant ethical guidelines were carefully
followed during the whole process.19,20 Thus, the stringent
protocol followed is also a strength of this study. However,
one of the limitations might lie in the fact that the leaders
of the seven municipalities were asked to nominate partic-
ipants. This might have caused a bias, as the leaders may
have chosen participants who had a positive view of the
project. Despite this, the findings reveal both positive and
negative experiences. Although the majority of informants
were specialist nurses, their competence was not sufficient
to provide acute assessment and emergency treatment.
Another limitation is that only one male nurse participat-
ed. On the other hand, this reflects the gender distribution
in the field. Despite these limitations, the findings can be
transferred, with some caution, to other contexts at the
national and international level. This is because clinical
competence needs to be developed in all contexts, and
feedback and reflection seem to be powerful tools.15
Conclusions and implications
The findings of this study show that to be able to perform
well as part of the Health Care Interaction project, nurses
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need to improve their clinical competence through regular
training in acute assessment and emergency treatment. To
this end, it is highly important that municipalities and
workplaces develop a common and well-structured pro-
gramme for introduction and preparation before the new
routines are implemented. The nurses show great respon-
sibility with regard to keeping up with technical skills and
deepening their level of competence so as to be able to
provide high-quality and safe patient care. Furthermore,
the nurses emphasised the importance of receiving feed-
back so that they could evaluate the outcome of their
actions. Another point they emphasised was reflection
together with a coach and an interprofessional team.
Thus, a coach or supervisor should be appointed at all
workplaces to support the nurses. Simulations are
regarded as a good way of staying updated and practicing
the required skills. The management is responsible for safe
patient care and, thus, also responsible for ensuring that
the nurses are well prepared before taking on these emer-
gency treatment assignments. The goals for the future
should be to develop a regulated and structured introduc-
tion programme for the nurses and to create space for
reflection and feedback in everyday work. Further
research is needed to understand how reflection and feed-
back can be part of the daily work of nurses.
Author contributions
This article is based on a master’s thesis by CF who is the first
author. CF has been supervised through the whole process by
YH and L-LJ. CF has been responsible for collecting and ana-
lysing data and for the draft of the manuscript. Both supervisors,
who are senior researchers, have participated in the analysis pro-
cess. The supervisors have taken an active part in commenting on
the draft and made substantial revision of the article. All authors
are in agreement of the content of this article.
Acknowledgements
Carina Fj€allman wishes to thank Fyrbodal Association of Local
Authorities for financial support and her employer Mellerud
municipality for the possibility to perform this study. All authors
thank the home health nurses who participated in this study and
thus made it possible.
Conflict of interest
The authors declare that there is no conflict of interest.
Funding







1. Rajan S, Wissenberg M, Hansen SM, et al. Association of
bystander cardiopulmonary resuscitation and survival
according to ambulance response times after out-of-
hospital cardiac arrest. Circulation 2016; 134: 2095–2104.
2. Boland LL, Satterlee PA, Fernstrom K, Hanson K, Desikan
P and LaCroix B. Advanced clinical interventions performed
by emergency medical responder firefighters prior to ambu-
lance arrival. Prehosp Emerge Care 2015; 19: 96–102. DOI:
10.3109/10903127.2014.942477.
3. Hansen S, Brøndum S, Thomas G, et al. Home care pro-
viders to the rescue: a novel first-responder programme.
PLOS ONE 2015; 10: 10. DOI: 10.1371/journal.
pone.0141352.
4. Claesson A, Herlitz J, Svensson L, et al. Defribrillation
before EMS arrival in western Sweden. Ame J Emerg Med
2017; 35: 1043–1048. DOI: 10.1016/j.ajem.2017.02.030.
5. Helldin L, Donlagic A, Lundberg U-P and Klingberg M.
Report around Health Care Interaction 2009–2013
[Rapport kring samverkande sjukvård 2009–2013].
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11. Carlson E, R€amgård M, Bolmsj€o I and Bengtsson M.
Registred nurses’ perception of their professional work in
nursing homes and home-based care: a focus group study.
Int J Nurs Stud 2014; 51: 761–767. DOI: 10.1016/j.
ijnurstu.2013.10.002.
12. Fl€ojt J, LeHir U and Rosengren K. Need for preparedness:
nurses’ experiences of competence in home health care.Home
Health Care Manag Pract 2014; 26: 223–229. DOI: 10.1177/
1084822314527967.
13. Lyckhage ED, Freden L, Hassler S, et al. Border barriers: a
qualitative and a quantitative study of health care interaction
[Gr€anshinder En kvalitativ och kvantitativ studie av samver-
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